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tors in an Army area. In the First Army this group had to care for 16,000 disease
admissions. The surgical staff amounted to 370 surgical specialists and 600 "general
duty" officers. The surgical load totaled 60,000 patients. The remaining medical offi-
cers in the Army area were assigned to evacuation planning and other operational
work.
These same tables of organization provided for 26 neuropsychiatrists. In the First
Army, their work load amounted to 11,000 admissions. Theater surgeons recognizing
on the basis of past experience the gross discrepancy between means and requirements,
rose to the challenge as best they could by training battalion surgeons and by scraping
together psychiatrists who could be spared from duties in the Communication Zone
and bringing them forward to the Army area where the challenge was greatest8*9
Unexpected size of the psychiatric problem. A very real difficulty was the
inability to forecast accurately the size of the task which would face this medical
specialty. Many problems that arose were similar to those of the other branches
of Army medicine. The peacetime Army had been only a token one, with
inadequate plans for its expansion from 180,000 to 8,000,000 men. The
necessity for building an enormous fighting force in so short a time produced
bottlenecks everywhere, which necessitated numerous short cuts and expedi-
encies. The psychiatric task was unexpectedly large, however, because not only
were the Army psychiatrists to have a big job in terms of numbers of patients
to be cared for, but their recommendations of measures to maintain mental
health applied in areas new to psychiatric influence. Morale, job classification
and placement, officer-enlisted-man relationships, and many other aspects of
Army life became the concern of preventive psychiatry.
Absence of representation in the planning center. The Office of the Surgeon
General made the plans for the medical services of the Army. Although a
psychiatrist10 functioned there before 1942, his chief responsibility was to
review the papers of officers who were to be retired from the Army for any
type of physical or mental condition. He had little or no responsibility for
developing plans and recruiting personnel for the tremendous task ahead. Not
until 7 months after Pearl Harbor was a psychiatrist appointed from civilian
8 Ginzberg, Eli, "Logistics of the Neuropsychiatric Problem in the Army," Am. f. Psyckiat., 102:
728-731, May, 1946.
9 Another evidence of this lack of planning for the heavy psychiatric load is found in some
figures supplied by Dr. Perrin H. Long, Medical Consultant in the North-Africa-Mediterranean
Theater. A general hospital overseas had two neuropsychiatrists. Long gives the breakdown of
70,365 patients admitted to the medical service of a general hospital in North Africa during a
25-month period: Malignant disease accounted for 0.07 per cent of patients; blood dyscrasias
0,08 per cent; metabolic disease 0.2 per cent; gastrointestinal disease 1.7 per cent; cardiovascular
disease 3.1 per cent; arthritic conditions 3.7; dermatoses 10 per cent; "miscellaneous" 10.5 per
cent; infectious disease 26 per cent; and neuropsychiatric disturbances 45 per cent! He com-
mented that "medical officers became alert and at times one might say, almost allergic to the
possibility that psychogenic disturbances might be the basis for the patient's complaint." Long, P.
H., "Medical Progress and Medical Education during the War," J.A.M.A., 130:983-990*
13, 1946.
10 Colonel Patrick Madigan from August i, 1940, to August 15, 1942.